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The statements made in this section are based solely on review of the published literature,
discussion by the Pediatric Asthma Committee, and comments received from attendees at the
conference, Pediatric Asthma: Promoting Best Practice – Raising the National Standard of Care
for Children with Asthma, held May 2-3, 1998 in Washington, D.C.



Interventions

Interventions to Improve Health
Care for Children with Asthma

hildhood is a special time of life – a time of cognitive,
social, emotional, and physical growth. These

developmental changes can significantly affect the health
of the child. For this reason, children merit a separate
focus in health services. Ignoring how health care for
children differs from that for adults is shortsighted and
ultimately may be costly.

Children who have a chronic illness, such as children
with asthma, are large users of costly health services,
particularly, emergency room and hospital services. There
is evidence that hospitalizations and emergency room
visits for asthma can be avoided with appropriate
preventive and primary care. In other words, an initial
investment into preventive treatment, education for
asthma, and programs targeted to children who use
hospital services frequently may ultimately save health
care dollars due to reductions in emergency room visits
and hospital stays.

We need more answers. At this time, there are relatively
few measures to assess the quality and outcomes of
health care provided for children with asthma. To improve
the management of these children, specific interventions
are needed and their outcomes should be monitored
carefully.
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CAccording to the
American Academy
of Pediatrics, primary
care is:
• Accessible and

affordable.
• First contact.
• Continuous and

comprehensive.
• Coordinated to meet the

health needs of the child
and family.

Am Acad Pediatr News 1993;
9:7
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Considerations for Interventions for
Children with Asthma

1.  The appropriate outcomes to be measured may differ according to the
stage of development (e.g., infancy, early childhood, late childhood,
adolescence).

Outcomes measurements for children with chronic diseases, such as
asthma, are usually classified in terms of the major activity associated with
their age group:

•    Infants: feeding and sleeping behavior

•    8 months to 5 years: ordinary play

•    5 years to 17 years: attending school
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InfantsDescription

No limitations on
major activity

Feed and sleep
normally

No limitations on
major activity, but
limited in terms of
other activities

Feed and sleep
normally, but may
tire easily when
playing

Able to perform
major activity in
limited manner

May grunt when
feeding, may wake
up from sleeping

18 months – 5 years 5 – 17 years

Able to play Able to go to
school

Able to play, but not for long
in a cold wind

Able to go to
school, but
cannot
participate in
sports

Able to play, but tires easily Able to go to
school, with
restrictions on
gym and recess

Unable to perform
the major activity

Cannot feed or
sleep

Cannot play Cannot go to
school

Outcome measurements in children
by major activity and age group



2.  The outcomes measured should be assessed in relation to normal
 maturation. Alterations in growth and development are important specific
 outcomes for children with chronic diseases, including children with
asthma.

• Asthma may delay or slow growth in some children.

• Some medications to treat asthma may affect growth.

3.  To be acceptable, the intervention needs to be appropriate for the lifestyle
of the child and family. Consider whether:

• It is culturally acceptable.

• It can be delivered in the context of the child’s daily life:  at home, in
school, in a community facility.

4. Interventions for children with asthma should have a focus on preventive
care and access to care.

• Access to primary care is important to children’s well being in general,
and may be essential to maintaining positive long-term outcomes for
children with asthma.

• In certain situations, specialty care may be necessary for successful
outcomes (see page 47).

5. Targeting high-risk patients may substantially decrease the costs of care.

• Studies have shown that approximately 20% of patients with asthma
account for 80% of the costs of the disease due to high utilization of
urgent care services.

To improve the care of all children with asthma, the challenges for the
future are to:

• Create programs to ensure that children with asthma receive the care
that they need.

• Educate policymakers, providers, school personnel, community
professionals, and children’s families about asthma as a chronic
disease so that they understand the type of supportive services that
are needed.
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Determine the number of occurrences:

Other outcomes to be measured for children with asthma:

Per 2-week Time Period

• Unscheulded doctor visits
• Nights with disturbed sleep
• Days with slow play or excess fatigue
• Days with restricted activities
• School days missed
• Symptom-free days

Per 3-month Time Period

• Emergency room visits
• Hospitalizations
• Days without caretaker’s activities

interrupted or restricted



How can our health care system better serve children
with asthma?
The following suggestions are based on discussion of the Pediatric Asthma
Committee and on recommendations from individual break-out groups at the
first summit meeting, Pediatric Asthma: Promoting Best Practice, held in
Washington, D.C. in May 1998. These statements are not directives, but are
offered as a helpful resource to encourage thinking about ways to improve
asthma care for children.

Suggestions for Improving Resource Utilization

• Encourage public and private funding for implementing and researching
preventive care programs that are specifically targeted to at-risk (e.g., low
income, medically underserved) children with asthma and their families.

• Allocate funds for education.

• Make appropriate medications, delivery devices, environmental control aids,
and peak flow meters available to children in low-income families.

• Utilize a team approach for educational efforts that is directed by a
primary clinician.

• Identify local/community resources for pediatric asthma education and
pharmaceutical assistance.

• Have community experts promote best practice guidelines to the public as
well as to clinicians.

• Identify the most expensive users of care and develop systems to provide
effective care.

• Establish a phone “hot-line” for questions regarding children with asthma.

• Consider ways to make transportation to clinic appointments possible for
those in need (e.g., cab, bus, train, bus vouchers).

• Provide school nurses in every school.

• Educate school administrators about the prevalence and environmental
prevention of asthma and allergies.

• Work to direct government-funded health care initiatives toward asthma (as
a health care indicator).

• Reorganize clinic services to provide the necessary time for pediatric
asthma care.

• Use high-profile community leaders to create an awareness of pediatric
asthma and to bring about needed change.
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Suggestions for Research

• Consider developing pediatric asthma research consortia to increase the
power of intervention studies.

• Study interventions that encourage healthy behaviors.

• Develop and assess the effectiveness and appropriateness of different
types of interventions (e.g., clinic-based, community-based, school-based,
family-centered, culturally-sensitive) in promoting adherence with therapy
and reducing urgent care utilization.

• Assess the role of new therapies.

• Include current and long-term costs to determine the cost-effectiveness of
 therapeutic and intervention strategies.

• Use longitudinal study designs (particularly those using health information
systems) to examine the long-term effects of medical care and changes in
the health care system.

• Develop a better understanding of how managed care affects the delivery
of child asthma care.

• Track asthma drug utilization at the level of the patient and the physician.

⇒ Flag patients with overuse of bronchodilators and underuse of
anti-inflammatory medications.

• Develop and evaluate standardized discharge care paths for hospitalized
patients.  These should include:

⇒ Written plans covering acute and preventive management.

⇒ Patient education.

⇒ Follow-up visits.  The initial visit should be within 7 days of discharge
with a subsequent visit at between 1 and 3 months.

• Undertake an epidemiologic study of the outcome effectiveness of school
nurses in the overall management of children with asthma.

• Develop and assess the effectiveness of school-based screening programs
to identify children with asthma.

• Develop and assess a monitoring system to better define the prevalence
of asthma in specific populations.
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What can you do?

• ADVOCATE for children with asthma!

• Support placing nurses in every school.

• Integrate the delivery of care and education about asthma with the child’s
daily life at home, at school, and in the community.

• Support laws and regulations for access to asthma medications in school.

• Encourage patients/parents to join patient education organizations and
support groups.

• Include the child and the family in the decision-making process about care
and the way treatment is delivered.

• Support health care initiatives that encourage appropriate care for persons
with chronic illnesses.

• Support health care initiatives that recognize the difference between health
care for children and for adults.
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